The aim of this study was the validation and analysis of the psychometric properties of a Spanish translation of the ORTO-15 questionnaire; an instrument designed to assess orthorexia nervosa behavior. Four hundred and fifty-four Spanish university students (65% women) aged between 18 and 51 years (M = 21.48 ± 0.31) completed the Spanish version of ORTO-15 and the Eating Disorders Inventory-2 (EDI-2). The Principal Component Analysis suggested a three-factor structure for the abbreviated 11-item version of the instrument. The internal consistency of the measurement was adequate (Cronbach's alpha = 0.80). The proposed test demonstrated a good predictive capacity at a threshold value of <25 (efficiency 84%, sensitivity 75% and specificity 84%). Our results support the psychometric properties of the proposed Spanish shortened-version of the ORTO-15 as being a reliable tool for assessing orthorexia nervosa. Its use is expected to greatly contribute to a better understanding of the impact of this disorder in Spain.
Introduction
Orthorexia nervosa was first defined by Steven Bratman in 1997 [1] . The term Orthorexia, derives from Greek, meaning ὀρθóB (right) and ὄρεξιB (appetite) therefore to refer to a "correct or just appetite" [1] . Later, in their book, "Health Food Junkies", Bratman and Knight described the initial characteristics of people with orthorexia: an obsession for healthy food via adopting a restrictive diet and a focus on food preparation [2] .When this obsession for a "pure" diet reaches an extent that could be considered pathological, this is presently referred to as orthorexia nervosa (ON) [3] , [4] , [5] .
According to Bratman, the majority of rigorously-followed diets can lead to ON [2] , [6] . Individuals who suffer from this disorder are characterized by their adherence to a restrictive diet; one that strictly avoids certain foods which the individuals consider to be unhealthy, a1111111111 a1111111111 a1111111111 a1111111111 a1111111111
Two principal assessment tools for the screening of orthorexia symptoms described in the literature are the Bratman Orthorexia Test (BOT) [23] and the test for the diagnosis of orthorexia (ORTO-15) [24] . These were the first tools aimed at identifying orthorexic attitudes. In fact, the latter questionnaire is originally based on the former. Both questionnaires have been translated into several languages and been used in various clinical and non-clinical population groups. However, there is a lack of research on the internal consistency of these instruments. The BOT questionnaire was developed by Bratman [23] , based on his own experience both with ON, and as a physician who paid particular attention to the distinction between healthy and unhealthy foods. This questionnaire comprises ten items with dichotomous reply options (yes/no). One of the first studies that used this test to examine the prevalence of ON was carried out by Kinzl [25] , who concluded that 12.8% of a sample involving 286 nutritionists presented an ON-tendency (corresponding to four or more affirmative replies). The ORTO-15 questionnaire, proposed by Donini et al. in 2005 [24] , combines Bratman's questionnaire with the Minnesota Multiphasic Personality Inventory (MMPI) [26] , one of the most frequently used personality questionnaires in the field of mental health, whose design is focused on the identification of the personality profile and the detection of psychological disorders. Using the ORTO-15 and based on the idea that ON is a disorder characterized by a combination of a phobic behavior towards eating and obsessive-compulsive personality traits, the presence of both these factors indicates a positive diagnosis of ON.
The ORTO-15 test has been adapted and validated in several languages. In 2008, a Turkish version [3] was administered to 994 university students, where confirmatory factorial analysis and a weak internal consistency, with a Cronbach's alpha of 0.62, resulted in the removal of various items from the original work by Domini, culminating in a final version with a single-factorstructure of 11 items. A shortened version in Hungarian (ORTO-11-Hu) was produced in a study [6] involving a sample of 819 university students and which revealed a positive internal reliability with a Cronbach's alpha of 0.82, where four items were eliminated. The authors of a study regarding a Polish version [27] , presented a nine-item questionnaire with a Cronbach's alpha of 0.64 in a university sample of 400 students. A recent study featuring a German version [28], of ORTO-15 was administered to a sample of 1029 individuals, among which participants suffering from various conditions (diabetes mellitus type I and II, celiac disease and Crohn's disease and gastritis) were excluded. The study resulted in a shortened version, comprising nine items in a single-factor structure with a moderate internal consistency of 0.67. To date, this instrument has not been validated for the research of the prevalence of ON in Spain. An adaptation and validation of ORTO-15 in Spanish is therefore timely, as a first step in the study of ON in Spain.
Methods

Procedure
A descriptive cross-sectional study was carried out. In total, 800 students (>18) from the University of Castilla-La Mancha were invited to participate in the study. The participants were recruited via informative talks delivered during university lectures at different faculties (Nursing, Law, Chemistry, Computer science and Education). Of these, 315 students refused to participate in the study. Thereafter, 31 participants were excluded due to providing incomplete questionnaires. Therefore, our final sample size was 454 students, aged between 18 and 51 years, who enrolled in the study voluntarily and were requested to complete the online-survey developed using the JotForm platform. The students who refused to provide a response are assumed to be within the same range of conditions as the rest. For ethical reasons, we could not inquire about the causes leading them to reach this decision.The participants received no financial incentive. Written consents were obtained from both the participants and the Ethics 
Instruments
Demographic information. Participants' self-reported sociodemographic characteristics, including age, gender, marital status, educational level and nuclear family, clinical variables such as weight, height, allergies, comorbidities of mental diseases (anxiety disorders, depression and hyperactive disorder), and health habits such as the practice of sport or the consumption of alcohol or cigarettes.
Eating Disorder Inventory (EDI-2). This is a self-reported 91-item questionnaire, answered on a six-point Likert-Type-Scale using a three-point system where 'sometimes', 'rarely', and 'never', are assigned zeros while 'often', 'usually' and 'always' are assigned a score of 1, 2 and 3 respectively. The questionnaire is used to assess eating-disorder symptoms, attitudes and behaviors. It contains 11 subscales: drive for thinness, body satisfaction, bulimia, effectiveness, perfectionism, interpersonal disruption, interceptive awareness, maturity fears, asceticism, impulse regulation and social insecurity. The sub-scale scores can be calculated by simply adding the scores of all the items of each specific sub-scale. The EDI-2 total score ranges from 91 to 546. We used a Spanish version of the scale validated by Corral, Pereña and Seisdedos in 1998 [29] , which showed an internal consistency of 0.83-0.92.
The EDI-2 is widely used in Spain and has proven to be widely accepted as a valid instrument for the accurate diagnosis and detection of the risk of eating disorders (EA) [30] [31] [32] among the Spanish population. We chose to use the EDI-2 based on its good psychometric proprieties in both clinical settings and non-clinical samples [33] as well as the possibility it offers of separately assessing different dimensions [34], [35] .
ORTO-15 questionnaire. The ORTO-15 questionnaire was originally developed in Italian. It is a tool consisting of 15 self-report multiple-choice items with the use of a Likert-Scale (always, often, sometimes, never) to measure three underlying factors related to eating behavior; cognitiverational (items 1, 5, 6, 11, 12 and 14) , clinical (items 3, 7, 8, 9 and 15) and emotional aspects (items 2, 4, 10 and 13). It is used to examine obsessive behavior related to food selection, preparation and consumption habits, as well as attitudes towards healthy food. The lower the score, the higher the indication of behavior or attitudes related to orthorexia is. The Italian group [24] suggested a cutoff score of 40 points, whereby scores below this figure indicate ON related behavior.
For the present study, two experienced and fluent Spanish-as-a-second-language Italian professionals (N.C. and P.G.) translated the ORTO-15 into Spanish. A Spanish professional (F. T.), fluent in Italian as a second language, then translated the Spanish translation back into Italian. Finally, the main investigator of the present study administered the questionnaire to a small group of Spanish students (n = 20) to check the readability and understandability of items and the cognitive equivalence of the translation. The final version of the ORTO-15 was established by consensus and is attached online as Table 1 .
Statistical analysis
Survey validation. Principal Component Analysis (PCA) was performed to identify the underlying dimensions, measured by the different items in the ORTO questionnaire. The Bartlett's sphericity test and the Keiser-Meyer-Olkin index have been used to evaluate the positive performance of the PCA. In addition, Horn's Parallel and Velicer's minimum average partial (MAP) analyses were carried out to extract the optimal number of principal components. The internal consistency of items in the Spanish survey was assessed by means of the Cronbach's alpha coefficient. Test stability analysis was performed to ensure that the participants correctly understood all the questions formulated in the ORTO-15 survey and that there were no temporal changes in the responses. To this end, the same individuals answered the same survey on two different occasions; the time between test and re-test was 30 days. Cohen's Kappa coefficient was calculated to measure the level of agreement between the categorical responses. 2) When you go in a food shop do you feel confused?
2.-Cuando usted entra a una tienda de alimentos ¿se siente confundido?
3) In the last 3 months, did the thought of food worry you?
3.-En los últimos 3 meses ¿pensar en la comida ha sido una preocupación? 4) Are your eating choices conditioned by your worry about your health status?
4.-¿Sus hábitos de alimentación están condicionados por la preocupación por su estado de salud? 5) Is the taste of food more important than the quality when you evaluate food?
5.-Para Ud. ¿Es el sabor el principal criterio a la hora de determinar la calidad del alimento? 6) Are you willing to spend more money to have healthier food?
6.-¿Estaría dispuesto a gastar más por una alimentación más sana? 7) Does the thought about food worry you for more than three hours a day? The predictive capability of the ORTO-15 Spanish version and its threshold value was established through the Receiver Operating Characteristic (ROC) curve and the Youden Index (J) calculation. For this purpose, the same previous sample of individuals completed the Eating Disorder Inventory-2 questionnaire [36] . Those who achieved a higher score in the EDI-2 (cut-point!110) were assumed to be under the real risk of suffering from an eating disorder [37] . Considering three different possible cut-off points for the Spanish ORTO test, the confusion matrices were constructed. From these, the sensitivity and specificity for each cut-point were calculated. Thereafter, the ROC curve was plotted. The best threshold value maximizes the value of the Youden's index [38] .
To perform all these analysis, R statistical software [39] was used. In addition, the 'paran' package [40] was employed to perform the Velicer's MAP analysis. The confusion matrices were computed through the 'caret' package [41] . The significance level for all the cases was established at p<0.05.
Results
Item discrimination and internal consistency measurement
When all the survey items are taken into account, the internal consistency of the questionnaire, measured by means of the standardized Cronbach's alpha, is 0.751. Items 5, 8, 14 and 15 have the lowest item-total correlation values, showing that the correlation between each item and the remaining is weak (see Table 2 ). When these items are dropped from the original questionnaire, the standardized Cronbach's alpha for the 11-item questionnaire improves to 0.8, which, according to available research, is an acceptable value [42] .
Principal component analysis
The Bartlett's sphericity test (p<0.001) and the Keiser-Meyer-Olkin index (KMO = 0.83) showed that PCA is a powerful tool to factorize this dataset. Fig 1, obtained after performing the principal component analysis, displays a three-factor structure with 11 items, considered to be the most suitable structure of the Spanish ORTOquestionnaire. This result is based on the Kaiser criterion [43] , which recommends choosing those components in which eigenvalues are greater than the unit. In our case, the first three principal components obtained eigenvalues of 3.57, 1.26 and 1.01 and they explain 32.44%, 11.45% and 9.15% of the total variance, respectively. Therefore, the first three principal components explain 53% of the total variance; a very acceptable result.
However, in order to ensure the best structure, the Horn's Parallel and Velicer's MAP analysis was performed. A graphical representation of the parallel analysis result is presented in The eigenvalues of the principal components solution suggest two components. The Velicer's MAP analysis produces an analogous result.
Nevertheless, in the adaptation and validation of the ORTO-questionnaire conducted in other countries, a three-factor structure, in the Turkish and Italian versions [3] , [24] , and onefactor structure is obtained, in the Hungarian, Polish and German versions [6] , [27] , [28] . Therefore, we consider the three-factor structure to be more suitable, which is in line with the Italian version from which we have translated the questionnaire.
The loading factors determine the weight of each item in each dimension. The highest scores, after a varimax rotation to simplify the results, have been highlighted in Table 3 . Taking into account the composition of each dimension, a label: Rational, Behavioral, and Emotional, was assigned following the Donini's work [24] .
Test stability analysis
The Cohen's Kappa statistics with a 95% confidence interval were determined for this sample and are displayed in Table 4 . Each item was answered on a 1-4 point scale. Moreover, statistical agreement between both answers for all the items is achieved according to the conventional scale established for the Cohen's Kappa coefficient [27] .
Threshold value determination
Three cut-off points were examined. For each of these (<20, <25, <30) the Accuracy (Ac), Sensitivity (Se), Specificity (Sp), Positive (PPV) and Negative Predictive Values (NPV) and the Youden Index (J) were calculated and are shown in Table 5 . J values are between -1 and 1. Furthermore, the closer the index is to the unit, the better the predictive capability of the test is. The best cut-off point was <25.
Discussion
The objective of the present study has been to investigate the psychometric properties of the Spanish version of the ORTO-15 test for the assessment of symptoms of orthorexia nervosa (ON) [24] . This work was motivated by the need for a medical assessment tool, compatible with ON for use on the Spanish population. Our final analysis suggests a 3-factor solution in our Spanish sample, with 11 items (1, 2, 3, 4, 6, 7, 9, 10, 11, 12 and 13) from the original ORTO-15 test included, and four items removed (5, 8, 14 and 15) . The internal consistency of ORTO 15 , several studies have adapted this questionnaire and have analyzed its psychometric characteristics in various languages. As in our case, most have had to modify the initial questionnaire, eliminating one or more of the original 15 items and modifying the structure of the tool. Based on these studies, the internal reliability of the test shows very variable results, from a Cronbach's alpha of 0.30 [28] to several studies who place it within more acceptable values, i.e. with a Cronbach's alpha of 0.82 [6] and 0.81 [44] . Likewise, there are differences in the variability in the number of items eliminated among the different versions, and, in certain cases, there are similarities among the different versions. Some authors point out that these differences in the structure and layout of the test with the removal of some items, may be due to the sociocultural differences between the various countries regarding eating [6] . However, other experts point out that these differences, as such, cannot influence the structure and/or layout of the test, nor the reliability or final sensitivity of the test regarding the detection of the pathology, seeing as, on occasion, the items that are eliminated are more related to the typical symptoms of ON rather than to some of the sociocultural factors that may influence the behaviors associated with the pathology [28] .
If we analyze some of the items that have been removed from the questionnaire, in most studies performed, to date, the removal of item number 8 is significant (5, 27, 28). As noted by some authors, the statistical need to remove item 8 should not be justified due to cultural differences and, even less so when considering that all countries removed this item, despite the fact that this information could be deemed very useful. As previous studies have revealed, individuals with ON are highly inflexible regarding their eating habits and do not allow themselves any infringements. The fact that this test is self-reported and not in the context of a clinical interview, may make subjects with orthorexia or with a predisposition to this disorder, not want to face up to or acknowledge their weaknesses or self-discipline regarding their diet or the fact they do not feel that, overall, they are committing a dietary transgression. Also, they do not feel that their diet is strict, but rather that they have merely chosen a healthy way of eating in order to improve their health, in accordance with their own criteria and beliefs. Furthermore, in Spanish, etymologically, the word "transgression" implies an intention beyond breaking rules but, in this case, this is self-imposed and, on the contrary, never imposed by others. It is a choice made according to their own philosophy of life, which could alter the meaning of the item, and therefore the information we were seeking. There is a possibility that the question may not be well worded in the original test, and thus also in the translations thereafter. Similarly, we find it striking that regarding item 15 (whether the subject eats on his/her own or not), disappears in more sociable cultures, such as those of Turkey and Spain, where the family, the work and the social environment are markedly present during every day mealtimes. This may pose a significant obstacle for people who suffer ON, when attempting to establish the rituals they perform prior to eating which may, obviously, prove difficult in sociable situations. On the other hand, it is undeniable that even in sociable cultures such as our own, the balance between work and family is also changing the eating habits, as well as the timetables and settings of meals [45] . Another aspect worth highlighting is how the different criteria regarding the ON diagnosis could affect the layout of items in the tools for the assessment and/or the detection of ON. In a recent article, Bratman does not declare being either for or against any of the proposed criteria when diagnosing ON, but rather advocates reaching a consensus to include the criteria that derive from the changes in society that mark us with regards lifestyles. In this manner, the aforementioned author proposes to differentiate between what he calls "enthusiasm for eating healthy food", which has become widespread in current society, and a subsequent intensification of this mind set and/or behavior which can lead to obsessive/compulsive behavior [46] . In this sense, item 1 highlights these differences between criteria and different versions. Thus, the authors of the translation to German and Turkish, with a more representative sample than ours, found no statistically significant justification for keeping this item in their version, whereas our results do include it. Item 1 addresses one of the most debated issues in recent times regarding this disorder in relation to weight watching and counting calories, which, although may be recognized as a source of anxiety in our current society with regard obesity and its impact on health [47] , should not be ignored in the detection of ON as being an additional element in the obsessive-compulsive rituals of these individuals.
It is interesting to highlight how our results support those obtained in other validation studies regarding the specific items that have been maintained in all versions (3, 4, 7, 10, 11 and 12) . These items reveal those aspects which are strongly related to individuals who are more prone to developing ON, i.e.: excessive time spent on planning meals; excessive worry regarding their health; the fact that they do not mind spending more money to buy food that they consider healthy; the deterioration of social relationships; a positive body image and selfesteem linked to their healthy diet [18] .
With regard to the 40 point cut-off proposed by the Italian group in the use of the ORTO-15 questionnaire [24] we propose a cut-off below twenty-five points for the present Spanish ORTO-11. We tested the efficacy, sensitivity, specificity, positive and negative predictive value of three different threshold values for ORTO-11: <20, <25, and <30. Compared to the other two cut-off points, <25 (lower scores refer to more ON features) was considered to be the most appropriate cut-off point for distinguishing between individuals with and without ON.
The smaller number of items in our questionnaire may, in part, explain this difference. For other questionnaires with a smaller numbers of items (than those in the Italian study), similar lower cut-offs were proposed; namely, a 27 point cut-off established in a study by a Turkish group [48] , and a study using a sample of the Polish population [49] , where a score below 24 points indicated a marked preoccupation with the consumption of healthy foods.
Several limitations of this study should be taken into consideration. First, the fact that data were obtained through self-report methods means its accuracy depends on the truthfulness of the respondents and their willingness to share experiences on this sensitive topic. Second, it is necessary to examine the psychometric properties of the ORTO-11-ES in other population sectors in Spain, as this will allow for a better degree of generalization regarding these findings (determined from a sample of Spanish university students). Also, in future studies, the factor structure of the ORTO-11-ES should be confirmed using confirmatory factor analysis (CFA) in an independent sample of Spanish participants. Finally, the present study was set in Spain and despite having an official organization that regulates the Spanish language (Real Academia Española), some words of the translated version should be reviewed when administering the questionnaire in other Spanish-speaking countries. The availability of the Spanish ORTO-11-ES will allow researchers to empirically test its psychometric properties in other Spanishspeaking countries.
Conclusion
In conclusion, the values obtained in our adaptation and validation of the ORTO-15 questionnaire in Spanish are acceptable. The Spanish ORTO-11-ES could be used to evaluate the scope and comorbidity of ON, as well as to design prevention programs. The questionnaire may facilitate an assessment of the risk of orthorexia within the general population, providing a rapid feedback for health professionals and thus enabling improved control over their own practice. The use of ORTO-11 within a clinical context may facilitate an early and more thorough assessment of a patient's risk of suffering ON. However, in our opinion, further research is necessary to improve the instrument with new, useful questions for the diagnosis and evaluation of ON.
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